The presence of traditional medicine (TM) and medical practitioners in remote areas of the world is well documented by anthropological studies. However, social, cultural, and environmental factors influencing health and traditional health systems are usually analyzed separately, ignoring the interlinkages existing among them and the resulting synergies, as well as the impact these will have on multiple aspects of local communities. This article presents an innovative and integrated approach to the promotion of a traditional health knowledge system through a community-based entrepreneurship initiative, the Gram Mooligai Company Limited (GMCL), operating in Tamil Nadu (India). The field study took place in Tamil Nadu over a period of 4 months. The data were collected through individual and group interviews and were complemented by participant observations. The research highlights the existence of a strong relationship between commercial initiatives centered on ethnomedicine, enhancement of local livelihoods, gender empowerment, and conservation and enhancement of traditional knowledge through community capacity building. The article points out the importance of promoting and sustaining community initiatives such as GMCL with appropriate policies and affirms the necessity of reinforcing the links among culture, conservation, and socioeconomic development of local communities, particularly among the most vulnerable sectors of society.
Introduction
Traditional medicine (TM), often referred to as ''ethnomedicine,'' is a complex system of treatment, comprising knowledge, skills, and practices based on the theories, beliefs, and experiences of indigenous cultures (Adams et al., 2005; German Technical Cooperation [GTZ], 2001 ). An important part of TM knowledge refers to the properties of natural materials used either in their wild form or as part of a preparation or mixture. Such materials include plant based or herbal medicines, as well as animal parts and minerals. ''Folk'' traditions as well as other systems of TM use a large number of medicinal plants. As a result of this extensive use of plants, the concept of TM is more often known as being linked to plant-based medicines.
The importance of ethnomedicine in terms of local health care and livelihoods of indigenous communities has been widely recognized. However, the links existing among these aspects for indigenous communities have often been ignored by the mainstream literature (Brush, 2007; Hamilton, 2004; Slikkerveer, 2006) . This article presents an innovative case study of a community-based enterprise in Tamil Nadu (India) involving indigenous people, which has been successful in improving their access to financial resources and basic health care, while conserving medicinal plants and their associated knowledge.
Ethnomedicine, Socioeconomic Development, and Grassroots Organizations Definitions
Local knowledge plays a major role in TMs or ethnomedicine. 1 The World Health Organization (WHO) defines TM as being the sum total of knowledge, skills, and practices based on the theories, beliefs, and experiences indigenous to different cultures, which are used to maintain health as well as to prevent, diagnose, improve, or treat physical and mental illnesses (WHO, 2007) . Globally, approximately 85% of the TMs used for primary health care are derived from plants (Crépeau, 1997) . In some Asian and African countries, the vast majority of the population depends on TMs for primary health care. Natural remedies are not only cheaper than modern medicines but are often the only medicines available in remote rural regions. The WHO estimates that more than 80% of the world's population uses natural plant remedies and other related forms of traditional healing as their primary mode of health care (WHO, 2007) .
TM includes knowledge concerning medicines and their use (e.g., appropriate dosage and particular forms of administration), as well as the procedures and rituals applied by healers as part of their traditional healing methods. Because TM uses biological resources and knowledge of traditional groups, it is often linked to biodiversity conservation and indigenous peoples' rights over their knowledge and resources (Scott, 2003; Siebenhüner, Dedeurwaerdere, & Brousseau, 2005) .
The codification of TM varies significantly. A distinction can be made, particularly in Asia, between the codified systems of TM and non-codified medicinal knowledge, which includes ''folk, '' ''tribal,'' or ''indigenous'' medicine (Slikkerveer, 2006) . The ''folk'' medicine is based on traditional beliefs, norms, and practices at the household level, which are transmitted through oral tradition. Local health traditions are mostly undocumented and oral in India (Langwick, 2007; Schuklenk & Ashcroft, 2002) . These oral or folk medical traditions are extremely diverse, because they are rooted in natural resources located in so many different ecosystems (Richerzhagen & Holm-Mueller, 2004 ).
Role of Ethnomedicine in Socioeconomic Development of Local Communities
In addition to the cultural value of TM and its relevance for local health, TM plays a potentially important role in enhancing the socioeconomic development of local communities. The processes of transformation and commercialization of medicinal plants offer widely available options to generate cash income, especially for rural dwellers (Arnold & Ruiz-Perez, 2001; Belcher, Ruiz-Perez, & Achdiawan, 2005; Campbell et al., 2002; Fisher, 2004; Godoy et al., 2000; Narendran et al., 2001; Scherr, White, & Kaimowitz, 2004; Shackleton & Shackleton, 2004) . The use and sale of products may take place on a regular basis, seasonally as a gap filler, or only in times of emergency, providing an important fallback option or safety net (McSweeny, 2004; Takasaki, Barham, & Coomes, 2004) . Natural product markets have been shown to be significant in assisting rural households to realize some, if not all, of their cash requirements (Marshall & Newton, 2003; Marshall, Schreckenberg, & Newton, 2006; Narendran et al., 2001) , and are particularly crucial for the most marginalized and vulnerable segments of society (Beck & Nesmith, 2001; Cavendish, 2000) , women included.
Community Participation and Grassroots Organizations
The emergence of community participation in development and governance processes through grassroots organizations such as community enterprises has led to the creation of formal mechanisms of cooperation and consultation in many development institutions. Local knowledge provides a basis for grassroots decision making, much of which takes place at the community level through indigenous organizations and associations where problems are identified and solutions to them are determined. Berkes, Colding, and Folke (2003) explored the relationship between indigeneity, the creation of indigenous experts through grassroots social movements' engagement in popular training that emphasizes indigenous knowledge, and the institutionalization of ethnodevelopment. They argue ''that the current popularity of ethnodevelopment as a paradigm not only reflects donor interests in enhancing indigenous social capital under neoliberal visions of development, but is also explained by its ability to respond to the development-with-identity demands of indigenous social movements and key advocates working within NGOs [non-governmental organizations], government and multilateral institutions. '' In parallel to this shift in development policy, new indigenous expert elites are emerging from the ranks of the governmental organizations (GOs) and becoming important advocates in the political development, the socioeconomic development, and environmental protection arena (Brysk, 2000) . Our analysis looks at the nature of one such indigenous institution-Gram Mooligai Company Limited (GMCL), and the ways in which it challenges State forms of development. In our understanding of such grassroots institutional identities, we argue that indigeneity is constructed through complex processes of identification based on tradition and cultural identity, such as ethnomedicine practices.
GMCL: A Case Study
GMCL supplies medicinal herbs to Indian pharmaceutical enterprises (such as Himalaya Drug Company, Natural Remedies, and Ompharma), playing an intermediary role between these companies and the local farmers in Tamil Nadu. It also commercializes Ayurvedic medicines produced by local communities under the brand of Village Herbs.
The lower strata of GMCL are composed of 58 village organizations called Sanghas. The size of the Sanghas varies in different villages; on average, each Sangha has between 10 and 15 members. The Sanghas are composed exclusively of women and are conceptually targeted to populations of lower socioeconomic status: The herb gatherers and farmers involved with GMCL belong mainly to scheduled tribes (untouchables or dalit) and are predominantly landless. The limited membership of each Sangha is aimed at facilitating the interaction between the members and the functioning mechanisms. Several Sanghas may be present in a single village, depending on the number of villagers who are willing to be involved in the initiative.
All the members of the Sangha are shareholders of the company. Being a shareholder not only contributes to the villagers' financial well-being, because members can receive dividends, but may contribute to members' increased sense of ownership in the company. Every Sangha elects two members: the President and the Treasurer. These members are commonly designated as ''representatives.'' The representatives of the village Sanghas work as the group's activators, catalyzing discussion and action inside the community. The activities of several Sanghas are coordinated by a facilitator who is a local woman trained by the Covenant Centre for Development (CCD), a local NGO based in Madurai (Tamil Nadu).
The upper strata of GMCL are constituted by professional managers based in Bangalore, who run the enterprise and carry out the daily management activities. Links are maintained between Sanghas and GMCL through an annual meeting-a general assembly-in which all the Sanghas are invited to participate. During this assembly, the previous year's results and plans for the forthcoming year are discussed. Emphasis is placed on the difficulties and challenges faced by the Sanghas during the past year and solutions are formulated collectively. This annual assembly contributes to filling any information gaps as well as maintaining and enhancing the sense of ownership and participation among the villagers.
This case study focuses on an analysis of GMCL's membership and impact in terms of socioeconomic development of the members of the communities involved, with a special focus on women.
The case study will also examine the role of this commercial grassroots initiative in conserving and enhancing traditional knowledge in ethnomedicine.
Research Method
The field study took place in Tamil Nadu, in the districts of Dindugal and Virudhanagar Ramanad, and was carried out between June and August 2007. Data were gathered from individual and group interviews as well as from participative observation. A sample of 22 households of Sanghas farmers and sales representatives was selected so as to cover a wide range of demographic parameters such as age, marital status, and economic conditions; this last element was measured on the basis of the average budget available at household level. As described above, all members belonged to the scheduled tribes, as this enterprise was targeted to those of lower socioeconomic strata. A total of 42 women aged 21 to 55 years were interviewed. Half of the subjects interviewed were recruited using key informants such as local leaders and members of the NGOs involved in the initiative. To reduce the pitfalls associated with this kind of sampling, the other half of the interviewees were selected randomly. The interviews had a duration of approximately 1 hr each and consisted of both structured and semistructured components. Structured questions aimed to collect quantitative data, such as income generation and household budgets, while semistructured questions aimed to assess the views and evaluations of the interviewees about the process of empowerment and capacity building. Group interviews complemented the individual interviews and provided additional validity for the results. These latter consisted of 10 participants each, selected from among Sangha members not previously interviewed.
In an attempt to compensate for the lack of cultural and linguistic background that can only come from long-term engagement with a particular community, we hired four local translators belonging to the same caste and gender as the interviewees. All the interviews were recorded and transcribed in Tamil language. These scripts were subsequently translated in English and the two versions were compared to triangulate the data.
Participants in the research process were made aware of the purposes of the research and how the information provided by the participant was to be used by the researchers. Any participant was free to withdraw from the research at any time. To assure data confidentiality, we omitted the names of the interviewees when reporting their responses.
Results and Case Study Discussion
The sociodemographic profile of the Sanghas that emerged from the interviews revealed that 90% of members were 30-45 years of age and had a family size ranging from 3 to 5 members. Responses regarding enhancing self-sufficiency, and improving social, health-related, and economic wellbeing, are described below.
Enhancing Economic Self-Sufficiency
The status of women is intimately connected with their economic position, which in turn depends on opportunities for participating in economic activities (Beck & Nesmith, 2001 ). Women's ability to save and have access to bigger incomes enhances their economic role not only within the household but perhaps outside of it as well. In their interviews, 26 of the 42 villagers mentioned an increase in household revenue as the major outcome of the GMCL activity. This aspect in particular was highlighted by the women who were married and in their 30s. These women stressed that the presence of several children in their households made their economic conditions particularly delicate. For example, a woman who became a sales representative of GMCL affirms: ''Before I used to struggle to make two ends meet. I collected a few rupees earnings to get through the day and I depended on my family for anything that I needed. Now I can give my contribution to support my family with my earnings. '' In reference to cost of the raw herbs, the gatherers interviewed stressed how the association with GMCL allowed them to get better prices compared to the prices offered previously by local traders. All of those interviewed affirmed that the increase in selling price for the gatherers was on average around 30%, which would correspond to $40-60 U.S. dollars per month.
Two thirds of the women interviewed mentioned that they were able to increase their household savings as a consequence of the reduction of expenditures for medicines. For example, as one sales representative states ''After taking part in GMCL, we have become self-sufficient with our basic health care, as we can use plants that grow in our backyard to heal ourselves and our family.''
The associations between health, active agency, and women's entrepreneurship are further exhibited in GMCL members' descriptions of how far this initiative improved their access to financial resources and basic health. A woman from a Sangha in Dindugul emphasized how participation in the GMCL initiative allowed her to have better access to medicines for members of her family, especially the children: ''As these medicines are cheaper than the allopathic medicines, I can cure my children better as I can give them more often, when they need them. Before I had to think before buying the allopathic medicines as they are more expensive.'' Indeed, members' roles in the initiative of GMCL is not only limited to the sale of phytomedicines. Following training by the GMCL, these women are able to play a role as consultants for basic health needs vis-à-vis the other women of the community. For example, a sale representative from the village of Ramanad affirms: ''Many women feel more comfortable talking about their health problems with me than with a doctor. Sometimes women have also gynaecological problems such as white discharges and they ask my advice. I give them a medicine which is targeted for that. There are several women that told me they didn't dare ask for advice from the doctor, as they feel intimidated by him, but with me it is different. There are also some women who have no money or time to travel to the clinic. The closest clinic is 15 km from our village. They cannot go alone but they have to be accompanied by their husband or a male member of the family. Therefore, because of these difficulties, these women postpone their cure and are not healed. But since I have started selling the medicines, they can come to visit me and I can help them.''
Social Outcomes: Promoting Gender Active Agency and the Local Health System Through Capacity Building
The GMCL model has had other positive socioeconomic impacts in addition to economic and health-related benefits. One such positive impact has been an enhanced active agency for women.
The enhancement of women's active agency here will be analyzed in terms of the improvement of social status, increased self-esteem, and the enhanced role of women in the revitalization of TM and support for local health promotion through education.
Empowerment is seen as occurring at the individual and group level and, to an important extent, has to do with changes in the internal self-perceptions of those who have been in some way negatively defined and marginalized by the dominant society. It also has to do with increasing their access to assets, capabilities, and voice, and helping them to realize the power they gain from collective action. All of this builds their sense of agency or their capacity to act on their own behalf.
In this case study, the empowerment process has worked at the grassroots level, ''from below,'' helping groups of poor and socially excluded members of the community, such as the tribal people and the women, to organize themselves to improve their livelihoods and social status.
Capability building views individuals as important in themselves, not just as ''resources'' for organizations and integrates the cultural and social psychological approaches that have risen in recent years with some of the more fruitful insights (Appadurai, 1996; Marshall et al., 2006) .
In the GMCL initiative, the herbs gatherers and the sales representatives, who are generally landless or marginal farmers belonging to the untouchables (dalit), have experienced improved social status. More than one sixth of India's population (approximately 160 million people) is dalit (meaning ''downtrodden;' ' Beck & Nesmith, 2001) . Some dalits have benefited from India's existing policy of educational and government job quotas. But a majority of dalits continue to live in poverty with little access to opportunities for economic betterment, particularly in rural areas. In fact, dalit women struggle against great inequalities at the intersections of class, caste, and gender that shape their experiences. Decades of violence, both overt and covert, against dalit women have affected their self-esteem and self-confidence as well as trust in others. Such violence serves as a mechanism of control of individual women and of women as a social group. The resulting fear has prevented articulation of experiences by dalit women.
Nevertheless, for most women this process has not been easy. A member of the Sangha recalls: ''Even a few years back I could not have considered it possible to spend time speaking with other women in a Sangha meeting. Between wage labor and housework I did not have the time. And I was not permitted to participate in such activity. Today, our men folk take care of some of the work so that we can attend the Sangha meeting.''
The structure of the Sanghas provides opportunities for the members to learn, to participate, and to connect with other staff as well other individuals and organizations. Sangha women's ability to articulate, narrate, and share experiences is the creation of a resource for capability building. This is significant particularly because of the covert forms of control and silencing of dalit women for decades. Overcoming the inhibition to speak does not occur as soon as a Sangha is formed; there is a time lag as women draw on the opportunity to shape change for themselves.
For example, a woman from Perunguri, who received training and is a selling representative in her village, says that because she has successfully established her small shop to sell GMCL products, she has been invited to the local Panchayat (assembly) to give speeches about Ayurveda and traditional remedies. This new opportunity has increased her reputation inside the community. This woman affirms: ''Before becoming a sales representative, I was afraid of talking in front of other people. I was afraid of leaving my house. Now my confidence has increased. Recently I have been asked by the Panchayat members to talk about the products I am selling and to explain the side effects of Allopathy. I would have never thought of being capable of doing that . . . .'' Despite the sense of empowerment and other positive elements experienced by the women, the attitude of women toward gender equity and equality was not found to have been very impressive. For example, to the question of whether she preferred male dominance in the family and society, half of the women interviewed answered in the affirmative and only three opted for ''gender balance'' rather than ''gender equality.'' Regarding the relations of power and gender division, it is important to point out that the increase in household income resulting from participation in the GMCL initiative does not automatically lead to an increased capacity for women to decide how these funds are allocated. Women generally control income only with men's permission, which may be withdrawn.
The Involvement of Women Through Training Programs
The positive impact of GMCL can also be observed in terms of the active involvement of women in the revitalization of TM and in the enhancement of health education. This result has been achieved through the combination of entrepreneurial activities with a range of training programs for women organized by the two associated NGOs, the CCD and the Foundation for Revitalisation of Local Health Traditions (FRLHT). The GMCL initiative constitutes an important point of interaction between the members of FRLHT and CCD with the villagers and the folk healers. The interaction with folk healers and the other members of the communities is achieved through workshops and meetings organized in the villages.
The training programs organized by FRLHT and CCD, which concern the different medicinal uses of the plants, are carried out in conjunction with the traditional healers and have helped increase the interaction between the members of the Sanghas and the traditional healers. Although these women do not officially become healers in their community, they assume an important role in terms of education about health and uses of medicinal plants.
The training programs have helped women recognize and give value to their local knowledge of medicinal plants. This has resulted in an increased capacity to study, document, and monitor traditional knowledge of medicinal plants and their uses and the creation of an inventory of medicinal plants and local biodiversity through such mechanisms as biodiversity registers.
The interviewees also emphasized how their awareness of the importance of avoiding medicines with possible sideeffects, such as allopathic drugs, has dramatically increased because they have become members of GMCL. As stated by a member of a Sangha: ''Many villages think that allopathic medicines are more effective than medicinal plants as they see that they can cure faster . . . they are not aware of the side-effects of these drugs and of what kind of damages they can produce in the body . . . . Allopathic drugs cure one disease and they often produce another at the same time . . . .''
The enhancement of the villagers' practical knowledge in this respect has represented a prerequisite for the implementation of GMCL activity. The increased capacity building in terms of knowledge about medicinal plants (how to use, to recognize, and protect them) that has resulted from previous GMCL-related activity has provided a foundation for future involvement of local communities in GMCL activity. For example, those villagers who were already familiar with the use and the importance of medicinal plants have shown a greater interest in purchasing and selling GMCL products. This is particularly evident in the villages around the village of Sevayor, where the creation of nurseries and herbal kitchen gardens in the past few years had already sensitized the villagers on the importance of using medicinal plants.
An Integrated Approach to Ethnomedicine: Future Challenges
Despite the positive outcomes analyzed above, several challenges still need to be addressed.
The Risk of Depletion of Medicinal Plants
Ecologic constraints may pose challenges to the future development of community enterprises, which act as suppliers of raw herbs. Concerns exist, in large part, because most species of medicinal plants are collected from the wild. The total number of species of medicinal plants collected on a large scale is generally few, although some species of medicinal and aromatic plants are traded internationally in large volumes, and many species are used as starting points for pharmaceutical drugs (Lawrence et al., 2005; Shackleton & Shackleton, 2004) .
Although the estimate for the number of medicinal plants that are globally threatened varies widely (Subrat, 2002) , there is little doubt from theoretical considerations (Pushpangadan, 2002) that many medicinal plant species are either presently endangered or will be in the future.
Many of the threats to medicinal plant species are similar to those causing endangerment to plant diversity generally. The most serious proximate threats generally are habitat loss, habitat degradation, and overharvesting (Hirt & M'Pia, 1995; Kala, 2003) . Medicinal plants can have uses other than as sources of medicines, and the threats from overharvesting may be due, at least in part, to their collection for other than medicinal purposes. One example is the case of the African trees Acacia senegal, Boswellia papyrifera, and Pterocarpus angolensis (Ellen & Harris, 2000) . So far as collection for medicines is concerned, there is generally agreement that it is collection for commercial trade rather than home use that is overwhelmingly the problem.
A Final Market With Imperfections and Complexities
Another challenge faced by GMCL is the current complexity of the herbal market sector from a structural point of view. It is a commonly held view among those associated with the medicinal plants sector that the marketing of medicinal plants is generally biased in favor of the so-called middleman, resulting in low returns to the stewards and collectors of the resource. In many cases, prices paid by wholesalers are of a higher magnitude than the selling prices for collectors, even though there is no value added to the plants between these two stages (Kala, 2003) . Given the imperfections and complexities of the market as described above, price behavior is difficult to assess. Prices tend to be volatile and may follow fluctuations between scarcity and oversupply, as well as seasonal variations. In addition, as noted above, prices vary enormously in different places, a phenomenon that although still not fully understood, seems to be primarily a result of the general lack of information dissemination and overall awareness of different buyers and sellers at different points in the chain.
The Still Unequal Role of the Women in Indian Traditional Society
Asymmetry in power relations across castes and gender has important consequences for women from the lower caste in that their exploitation is both specific and simultaneous (Kabeer, 2000) . The social relations of caste and gender are based on the exercise of power either through the use of force overtly or in a subtle manner (Beck & Nesmith, 2001) . Dalit women in the Sanghas, considered in this article, experience both overt and covert forms of violence, which they have increasingly challenged. The emphasis of the GMCL program is for the women themselves to take up the initiative provided by the facilitator to form a collective.
This case study shows the difficulty in overcoming caste barriers. The interviews have emphasized how low caste and social status may inhibit entry into entrepreneurial occupations, reducing the range of activities open to poor women and limiting their economic activities. This social and cultural constraint prevents an increase in the participation of the women in GMCL activity and limits their empowerment. Because, among these village communities, herb-gathering activity is associated with a low caste and tribal background, it represents a social stigma. For example, in the village of Thimmapuran (Tamil Nadu), only four villagers are engaged in collecting herbs. Although CCD informed the villagers about the possible economic returns of this activity, the villagers have not shown any interest in taking part in the collection of herbs, most likely due to the low social status of this activity.
Given the unequal patterns of intrahousehold economic decisions, increases in women's income from taking part in GMCL activity may merely substitute for men's expenditures on family needs, freeing more males' income for their own personal luxury expenditures (Kantor, 2002) . This aspect should be carefully considered in other initiatives involving women.
The Challenges of the Local Health System
Having outlined the positive aspects of this experience, it is important to remember, however, that finding effective solutions to the health delivery service in rural areas is a very complex issue in a developing country like India. Initiatives such as that of GMCL, although effective in improving local basic needs of the population, are limited in terms of their scale and intervention capacity.
To improve the prevailing situation, the problem of rural health must be addressed both at macro (national and state) and micro (district and regional) levels. A paradigm shift from the current ''biomedical model'' to a ''sociocultural model'' is necessary to bridge the health care gaps and improve quality of rural life. The failure of India's public health system to deliver basic health services and infrastructures to the poor requires serious rethinking of its institutional design and the structure of incentives faced by health service providers (Pathmanathan, Liljestrand, & Martins, 2003; Ronsmans & Graham, 2006) . There are challenges for the public health authorities to significantly increase public health spending, as well as to increase the availability of trained manpower, particularly so that there are adequate numbers of medical personnel available to work in rural areas.
Conclusions
The GMCL represents a pioneering experience that combines livelihoods and local health enhancement, as well as the conservation of ethnomedicine and biodiversity, through entrepreneurial activity. Capability building at the individual level facilitated Sangha women's articulation of their life experiences. Such sharing of experiences facilitates consciousness-raising, builds solidarity, and creates a resource that Sangha members can rely on to seek tangible needs. This entrepreneurial initiative has also resulted in important positive outcomes at both individual and community levels, including increased access to markets for medicinal plants and to basic health care. Despite the positive outcomes of this initiative, it is important to emphasize that a commitment to the promotion of the active agency of women will only make sense within a commitment to enhance the equality of women in a broader sense within rural society. To increase participation at the grassroots level, efforts should be made to increment the linkages between the different local institutions, especially at the village level. Such increased linkages would enhance the opportunities to share resources, knowledge, and information.
Although GMCL plays an important role in the promotion of local health, it should be emphasized, however, that this local response to basic health needs represents only a partial answer to the gravity of the situation regarding sanitation in numerous rural areas in India. This grassroots initiative cannot fully replace the role of the government in the delivery of basic services for the local population. It is necessary to promote and sustain community initiatives such as GMCL. Appropriate policies are necessary to reinforce the links between culture, conservation, and socioeconomic development of local communities, especially the most vulnerable ones such as the dalit. Further research would also give some important insights as to other pioneering organizational initiatives
